showed a laterally spread tumor 45 mm in diameter, located 10 cm proximal to the anal verge (AV), which exhibited a V I type pit pattern (irregular arrangement and sizes of IIIL and IV type) [3] , (Fig. 1) . Barium enema examination showed that the tumor was located at the posterior wall of the mid-rectum (Fig. 2) . The same lesion had been treated using TEM 8 years previously at another hospital, and therefore local recurrence was suspected. Analysis of a biopsy specimen obtained from the tumor indicated the presence of an adenoma with severe atypia. However, based on the colonoscopic findings, a part of this tumor was strongly suspected to be a carcinoma.
Furthermore, 11 years previously the patient had undergone a cystectomy, with the creation of an Indiana pouch, for a bladder carcinoma, which had required intermittent self-catheterization 3 times per day. Abdominal computed tomography (CT) indicated that the Indiana pouch was located adjacent to the anterior wall of the rectum in the same slice in which the tumor was noted. Abdominal and pelvic CT did not show any evidence of metastasis, including to the lymph node in the mesorectum (Fig. 3) . Based on these findings, we decided to perform surgery via the transsacral approach.
Surgical procedure
The patient was placed under general anesthesia in the prone jackknife position. Both buttocks were taped to the side of the table to spread the gluteal cleft. A downward skin incision was made from a point located immediately to the left of the sacrococcygeal junction to the perianal lesion along the sacrum (Fig. 4) . The distal coccyx was transected, and the fascia of Waldeyer was opened to expose the perirectal fat. The mesorectum and lower rectum were decorticated to the maximum possible extent. However, the anterior wall of the rectum could not be sufficiently decorticated due to the risk of affecting the pouch. During a digital rectal examination, the lesion was palpated and an incision was made in the lateral wall of the rectum adjacent to the tumor. En-bloc-full-thickness excision of the lesion with the mesorectum was performed under direct vision, while maintaining a sufficient surgical margin. The rectal wall defect was closed in a longitudinal fashion using an Albert-Lembert anastomosis, and a drain was placed in the buttocks. Thus, the lesion was successfully removed by local resection, without touching the pouch.
Histological examination identified the lesion as an intramucosal adenocarcinoma within the adenoma component with negative margins. No evidence of lymphovascular invasion of the tumor was noted (Fig. 5) . Although wound infection developed postoperatively, adequate drainage resulted in spontaneous resolution. At 20 months after surgery, the patient was found to be symptom-free without any signs of recurrence or discomfort.
DISCUSSION
In the present report, we describe the successful en-bloc resection of a large rectal adenoma using the transsacral approach, and thus emphasize the utility of this procedure for certain patients with mid-rectal tumors.
In the present case, we strongly suspected that the large adenoma had a malignant component based on the clinical and colonoscopic findings. Therefore, an en-bloc resection was desirable to enable histologic evaluation. The use of transanal local resection techniques such as EMR, ESD, TEM, and standard transanal excision was avoided as the tumor lesion was located on the scar of a previous surgery, and the technical difficulty of removing the tumor would have increased the risk of piecemeal resection. Moreover, the tumor was large, and the proximal extent of the tumor could only be poorly visualized. The transabdominal approach increased the risk of damaging the pouch because of its adhesion to the rectum. However, because the presacral space had not been affected, we decided to perform transsacral resection, as it appeared to be the safest and most adequate treatment option for this patient.
Histologic evaluation of the entire tumor after enbloc resection is the best method for identifying the presence of a malignant component, evaluating the risk of distant spread, and indicating the need for secondary treatment. EMR did not guarantee complete excision because of the associated technical difficulties and may not have yielded an en-bloc specimen for histopathological examination [4] . ESD has also been used for the treatment of superficial colorectal cancers for the en-bloc removal of lesions larger than 2 cm to reduce the risk of recurrence for lesions showing V I type pit pattern at high-magnification; for large protruding lesions suspected to be carcinomas, including those with fibrosis due to previous biopsies; and for post-EMR residual carcinomas [5] . However, this method is technically difficult, has a long procedure time, and shows a perforation rate that is significantly higher than that of EMR [6] . TEM has been increasingly used for large, sessile rectal adenomas [7, 8] . However, this procedure has only gradually gained popularity, because of the associated high cost and steep learning curve [9] . Furthermore, standard transanal excision is curative and less invasive than transsacral resection or LAR; however, resection of tumors distant from the AV is difficult with this method [9] .
The transsacral approach is not widely accepted due to the risk of postoperative complications such as fecal fistula, dysfunction, and poor perineal wound healing [2] . However, most of the studies that reported a high incidence of complications were conducted prior to the introduction of proper bowel preparation, prophylactic antibiotics, and adequate drainage techniques [1, 10] . In fact, this procedure has been recommended by several surgeons for the management of mid-rectal lesions, particularly in cases of frail patients, in whom a laparotomy is associated with unacceptable risks [10, 11] . This procedure also presents many advantages, including the possibility of obtaining excellent exposure without the need for laparotomy and the avoidance of the risk of urogenital dysfunction following TEM [12] . This procedure is generally believed to be indicated in the following situations: (1) when the tumor is located 8-10 cm from the AV, and TEM, EMR or ESD are not feasible; (2) when there is no evidence of metastasis, including lymph node metastasis in the mesorectum; and (3) when LAR may result in overtreatment or laparotomy may be associated with unacceptable risks. After considering the advantages and disadvantages of each technique, transsacral resection was considered as the most appropriate for the management of this case.
In conclusion, the transsacral approach is largely avoided, but can be a useful surgical alternative for the management of patients with mid-rectal tumors that cannot be managed by other treatment options. Knowledge of this approach contributes to a better understanding of the anatomy of the rectum and pelvic organs, and extends the range of therapeutic strategies.
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